Objective To create a measure of food allergy (FA) knowledge for parents of children with FA. Method The food allergy knowledge test (FAKT) was developed following rigorous testconstruction guidelines. The preliminary 110-item pool content was developed in consultation with FA experts. After cognitive interviews and revisions, an 88-item preliminary version was administered to 370 parents of children with FA who were recruited online and from an allergy clinic. After item difficulty, discrimination, item-scale correlations analyses, and assessment of internal consistency, a revised 57-item version was administered to a new clinic-based sample (77 parents). Results The revised FAKT was highly reliable (a ¼.86). Validity analyses revealed positive correlations (r ¼ .23-.57) between FAKT scores and parent age, education, insurance status, access to FA information, and auto-injector use. Conclusions The FAKT was determined to have strong psychometrics and be appropriately reliable and valid, with clinical and research applications.
Introduction
Food allergy (FA) is an abnormal immunologic response to food proteins, in which the immune system fails to develop or maintain tolerance to specific food proteins. When exposed to the allergen, the immune system responds by producing IgE antibody to the specific food (Teufel et al., 2007) . Although many foods can cause allergic reactions, eight foods (peanuts, tree nuts, milk, eggs, scaled fish, shellfish, wheat, and soy) account for 90% of reactions (Boden & Burks, 2011; U.S. Food and Drug Administration, 2007) . FA affects $3 million children under the age of 18 years, and between 6 and 8% of children aged 4 years and younger (Branum & Lukacs, 2008; Sampson, 2004) . Although an estimated 35-40% of children may outgrow milk, egg, and soy allergies by the time they enter school, <16% of children outgrow the more severe food allergies, such as peanut and tree nut allergy (Gupta, Lau, Sita, Smith, & Greenhawt, 2013) . Food allergies are diagnosed through a combination of medical history, elimination diets, skin-prick tests, radioallergosorbent tests, and food challenges (Sampson, 2004) . The rate of diagnosis in children has increased by 18% from 1997 to 2007, and ambulatory care visit rates for FA have tripled between 1993 and 2006 .
FA reactions can range from minor to potentially fatal. Symptoms of allergic reactions can affect several organ systems, including skin, gastrointestinal, respiratory, and cardiovascular systems (Boden & Burks, 2011) . Anaphylaxis is a severe, life-threatening allergic reaction that is rapid in onset and may cause death. Individuals with peanut, tree nut, fish, or shellfish allergies are most likely to experience anaphylaxis, though any person diagnosed with FA can experience a severe reaction and those with comorbid asthma and/or a previous allergic reaction to the food are at greater risk. One survey indicated 10.8 cases of anaphylaxis per 100,000 individuals per year in the United States (Sampson, 2000) , with $125-150 episodes resulting in death (Bock, Muñoz-Furlong, & Sampson, 2001) . Fatal reactions are often because of delayed treatment of or failure to treat anaphylaxis with epinephrine (Bock, Muñoz-Furlong, & Sampson, 2007) . Thus, although anaphylaxis may be considered a somewhat low-frequency event for most individuals with FA, it is nonetheless an important feature to understand and prevent.
The only existing therapy for FA is avoidance of the food allergen (Boden & Burks, 2011; Sicherer & Sampson, 2006) . However, because food is ever-present in society, and because many of the most common allergens are prevalent in many food items (e.g., milk and eggs), avoidance can present children and their families with several challenges. As food allergies are most prevalent in young children, it is the caregiver's role to vigilantly monitor the food intake of their children by reading all product labels, understanding crosscontamination issues, and communicating allergens to restaurant staff, school personnel, family, friends, and childcare providers (Garrison & McQuiston, 1989) .
It is estimated that accidental exposures occur in 50% of children with FA (Wood, 2003) . Consequently, parents must be familiar with symptoms and trained in how they should respond to reactions, including proper usage of epinephrine auto-injectors and utilization of emergency services (Boden & Burks, 2011; Sicherer & Sampson, 2006) . Thus, management of FA can be a difficult undertaking for families, both in preventative measures and treatment response efforts.
FA knowledge-i.e., accurate information pertinent to regimen management, symptoms and treatment, and disease processes-is necessary (albeit not sufficient) for appropriate disease management (Rapoff, 2010) . Parents cannot be expected to adhere to health management recommendations they do not know of or understand. Indeed, studies of parents of children with chronic health conditions, such as asthma (Deis et al., 2010) , cancer (Tebbi et al., 1986) , sickle cell disease (Witherspoon & Drotar, 2006) , and type 1 diabetes (Butler et al., 2008) , show that parents who evidence less knowledge about their child's illness also demonstrate worse adherence to their child's medical regimen.
In addition, knowledge plays an important role in conceptual models of adherence, such as the Health Belief Model (Janz & Becker, 1984; Rapoff, 2010) . According to the Health Belief Model, individuals engage (or choose not to engage) in health behaviors based on their perceptions of susceptibility/risk, severity (i.e., the seriousness of medical consequences), benefits (i.e., the effectiveness of behaviors/actions to reduce threat of illness), barriers (i.e., perception of negative aspects of health-related behaviors), and cues to action (internal and external cues that trigger action; Janz & Becker, 1984; Rapoff, 2010) . In the case of FA, parents must have adequate disease knowledge to accurately understand the various sources of allergen exposure risk, the potential severity of an allergic reaction, and the benefits of avoidance and emergency treatment. Accurate information may also minimize perceived barriers, such as uncertainty about when to treat a reaction or fears about harming the child when administering epinephrine.
The few existing studies of parental FA knowledge suggest that serious knowledge deficits related to the treatment of anaphylaxis are common. In one study, parents had difficulty correctly identifying symptoms that require an epinephrine injection (e.g., only 48% of 111 parents could cite more than one symptom; Pouessel et al., 2006) . In another study, several parents demonstrated incorrect use of their child's autoinjector and appeared unaware of the need to replace expired auto-injectors (Sicherer, Forman, & Noone, 2000) . These knowledge deficits are concerning in light of research suggesting that general pediatricians also have deficiencies in FA knowledge (Cruz, Wilson, Fiocchi, & Bahna, 2007; Wilson, Cruz, Fiocchi, & Bahna, 2008) and often fail to recognize clinical symptoms of anaphylaxis (Krugman, Chiaramonte, & Matsui, 2006) . These potential FA knowledge deficits in medical personnel further contribute to the need for parents to be informed themselves. colleagues (2008, 2009 ) published the first known attempt to develop and validate a general FA measure that targeted knowledge and beliefs about FA, The Chicago Food Allergy Research Survey for Parents of Children with Food Allergy (CFARS-PRNT). Previous measures had targeted knowledge of a single aspect of FA management (Maurer, Byrd-Bredbenner, & Grasso, 2007) . However, the goal of the knowledge portion of the CRARS-PRNT appears to be primarily to discriminate between parents who are high versus low in knowledge (which it does well), rather than provide a comprehensive measure of FA knowledge, as it includes only 15 knowledge questions and taps only a fraction of the content necessary to fully assess a parent's knowledge of FA symptoms and treatment. Of particular concern is the lack of items related to a child's diet, cross-contamination issues, and label-reading. A final concern is its validation sample. Although their sample size was large (2,945 parents), participants were recruited only online and from FA resource pages and support groups, resulting in a primarily White, upperincome, well-educated sample (Gupta et al., 2010) .
Development of the Food Allergy Knowledge Test
The goal of the present undertaking was to address the limitations of existing FA knowledge instruments by creating a comprehensive FA knowledge test that samples from the entire domain of FA knowledge determined by experts to be most clinically relevant for parents to know. An additional objective was to develop a measure that would provide information about a parent's FA knowledge relative to other parents of children with FA, thus enabling future researchers to better examine how parent FA knowledge relates to important variables such as treatment adherence, quality of life, and parental anxiety. As such, the food allergy knowledge test (FAKT) has qualities of both a norm-referenced and a criterion-referenced test (Nitko & Brookhart, 2010) .
The test-construction project included three phases: (1) development of the initial content of the FAKT; (2) administration of the initial version of the FAKT to two different samples, psychometric analysis, and resulting test revisions (Study 1); and (3) administration of the revised version of the FAKT to a new sample, conducting psychometric analyses of the revised test, and examining preliminary validity evidence (Study 2). Scores on the FAKT were expected to correlate positively with scores on the knowledge section of the CFARS-PRNT (Gupta et al., 2009 ). In addition, based on studies of parental knowledge in other health populations, higher scores on the FAKT were expected to be associated with higher parental educational attainment (Deis et al., 2010) ; private insurance status (a proxy for socioeconomic status); involvement in the Food Allergy and Anaphylaxis Network (FAAN; now the Food Allergy Research and Education [FARE] ), which provides parental education and support (Sicherer et al., 2000) ; and objective and subjective indicators of disease severity (Brownlee-Duffeck et al., 1987; Nolan et al., 1986; Brown & Macias, 2001) . Exploratory analyses also examined whether time since diagnosis, the presence of others in the family with FA, degree of involvement in FA-related home and medical activities, and number of past severe allergic reactions were related to parental knowledge.
Method

Development of the Initial Content of the FAKT
Step 1. Identification of knowledge base from which items should be developed. Potential item content was extracted from educational materials provided by reputable organizations (e.g., FAAN or FARE, www.foo dallergy.org), medical Web sites (e.g., American Academy of Allergy, Asthma, and Immunology, https://www.aaaai.org), and books written by medical experts (e.g., Sicherer, 2006) . The resulting list of 127 facts reflected the following categories: avoiding FA exposure, recognizing FA symptoms, epinephrine auto-injector use, signs, symptoms and treatment of anaphylaxis, and general clinical FA knowledge.
Step 2. Expert ratings of importance. Six FA experts (board certified allergists on the faculties of two medical schools) rated "How important is it for a parent to know the following about food allergies?" on a 4-point Likert scale (1 ¼ not important; 4 ¼ very important) for each fact. Facts that had a mean rating of importance !3.00 across the six experts were retained; these 110 FA facts served as the basis for the development of the preliminary item pool.
Step 3. Item development. From the list of 110 FA facts, 110 individual test items were developed by the first author, a pediatric psychologist, and a pediatric allergist. Bloom's Taxonomy influenced the goals of item development; specifically, items were targeted to assess parents' cognitive abilities at the level of knowledge (i.e., recalling facts) and application (i.e., using abstractions in given situations; Anderson & Krathwohl, 2001; Nitko & Brookhart, 2010) . This goal is important in assessing FA knowledge, as parents must not only be able to recall a fact about the illness (e.g., "Epinephrine should be kept at room temperature.") but also apply specific knowledge to solve a problem (e.g., "Your child is having a severe allergic reaction. Which of the following should you do FIRST?").
Step 4. Expert ratings of importance of each item in the resulting test item pool. Five allergy experts (three from Step 2 and two additional pediatric allergists in private practice) rated how important it is for parents to know the correct answer to each of the 110 test items using the 4-point Likert scale also used in Step 2. The purpose of these ratings was to prioritize the items in the item pool. The 100 test items that had a mean rating of importance !3.00 across the five experts were retained.
Step 5. Cognitive interviews. Nine cognitive interviews were conducted using the "think aloud method" (Someren, Barnard, & Sandberg, 1994) . Participants included four mothers of children with FA, two college students with diagnosed FA, and three college students without FA. After incorporating feedback from the cognitive interviews, the revised FAKT consisted of 70 questions, yielding 88 scorable items, which was approximately twice the desired size of the final scale (as recommended by DeVellis, 2003) (see Figure 1 for depiction of entire process).
Study 1: Administration and Preliminary
Examination of the FAKT Sample 1 participants. All study procedures were approved by the university's institutional review board (IRB). Participants included 317 mothers who reported their child to have a current FA diagnosis. The study was offered to fathers but only mothers responded during this phase. Parents were recruited from FA support networks nationwide through Listservs and postings on Web sites (69% of the sample), local allergy clinics, and through fliers distributed at schools and day care centers in two northeastern metropolitan areas. See Table I for additional demographic information about the sample.
Procedure. After providing informed consent, participants were directed to complete study questionnaires on the Web site SurveyMonkey (www. surveymonkey.com). On completion, parents were provided with a link to the correct answers to the items on the FAKT. Incentives included an opportunity to enter a raffle for a $100 retail store gift card.
Sample 2 participants. Because of the limited socioeconomic diversity of Sample 1, we recruited additional participants from urban FA clinics that serve an ethnically and economically diverse patient population. Of the 73 parents approached during regularly scheduled allergy clinic appointments, 56 agreed to participate. Two parents were subsequently eliminated from data analyses because of eligibility issues (their spouses had already participated). One parent was eliminated because of incomplete data, resulting in 53 parents for Sample 2. Children were confirmed to have IgE-mediated FA by a board-certified pediatric allergist via extensive food allergy-focused medical history and standard-of-care diagnostic methods. See Table I for additional demographic information.
Procedure. Participants were recruited during regularly scheduled allergy clinic visits at a tertiary care academic pediatric allergy specialty clinic. Medical providers approached parents and offered participation in the study. A research team member obtained informed consent and then provided participants with a packet of study materials. On completion of all measures, participants were provided the correct answers to the FAKT, $5 compensation, and the opportunity to enter a raffle to win one $100 gift card.
Study 1 item analyses, item reduction, and revisions. A series of item analyses were conducted to reduce the item pool (i.e., eliminate any poor items) and identify confusing or unclear items needing revision. Data from Sample 1 were considered in conjunction with data from Sample 2. The item difficulty index (p) represents the proportion of participants who answered the item correctly and ranges from 0 to 1. Lower scores indicate more difficult items. Nitko and Brookhart (2010) suggest that when a test's goal is to rank participants according to their relative attainment of a subject (in this case, FA knowledge), items with a difficulty index between .16 and .84 should be retained, which allows for a range of item difficulty level. The item discrimination index (D) represents how well the item can discriminate the high-scoring participants from the low-scoring participants and can range from -1 to 1. A high positive item discrimination index (i.e., !.30) indicates that the item is helpful in discriminating participants with and without knowledge (Nitko & Brookhart, 2010) . Finally, corrected item-scale correlations, in which each item was correlated with the set of remaining items excluding the individual item, were calculated; correlations <.30 were inspected and considered for elimination (Nunally & Bernstein, 1994) .
Items that met (28 items), or came close to meeting (i.e., within .10; two items), at least two of Nitko and Brookhart's recommendations for item difficulty, item discrimination, and corrected item-scale correlations were retained in the next iteration of the FAKT, as they were appropriately difficult and able to discriminate between high-and low-scoring participants. Thirty items that met one or none of the recommendations for item performance were eliminated.
127 food allergy facts extracted from educational materials.
Six experts rated the 127 facts. 110 food allergy facts were retained.
110 test items were created from the 110 food allergy facts.
Five experts rated the 110 test items. 100 items were retained.
Nine cognitive interviews were conducted. Items were revised to create first version of the FAKT, resulting in 70 questions (88 scorable items). Although discriminating between participants high and low in FA knowledge was a major goal of the FAKT, an additional test goal was to sample across all of the domains of FA knowledge that were considered by experts to be clinically important for parents to know. Also important was the inclusion of enough easy items for participants from a range of educational and socioeconomic backgrounds to experience some success and comfort taking the test. Consequently, seven relatively easy items also were retained. The revised scale contained the following content distribution of test items: avoiding exposure (11 items), symptoms (18 items), epinephrine auto-injector (13 items), anaphylaxis (9 items), and general clinical FA knowledge (6 items). Items within each content category were approximately balanced with respect to easy and difficult items as well as whether they reflected knowledge versus application in Bloom's Taxonomy (Nitko & Brookhart, 2010) . Finally, eight unendorsed incorrect multiple-choice options (i.e., distractors) that may have been too obviously incorrect were replaced with new distractors.
The format of the revised FAKT included 39 questions-13 multiple-choice, 24 true/false, and 2 multiple-item questions composed of 5 and 15 items each-that yielded 57 scorable items. The overall Flesch-Kincaid grade-level reading score for the measure was 7.5 and decreased to 6.7 when medical terms (e.g., anaphylaxis) were excluded. Finally, at this phase, the FAKT was found to be highly internally consistent (a ¼ .92) (Hahn, Dahlquist, and Bollinger, 2011) .
Study 2: Administration of the Revised FAKT In Study 2, the revised FAKT was administered to a new sample of parents of children with FA to examine the psychometric properties of the FAKT and obtain preliminary validity data. University and hospital IRB approval was obtained for Study 2. Participants. Parents were recruited in-person from the same urban tertiary care academic pediatric allergy specialty clinics as in Study 1. Parents who participated in Study 1 were not eligible. Of the 102 parents who were approached during regularly scheduled allergy clinic appointments, 81 agreed to participate. Four parents were subsequently eliminated from data analyses because of eligibility problems or missing data, resulting in a final sample of 77. Children were confirmed to have IgE-mediated FA by a boardcertified pediatric allergist via extensive FA-focused medical history and standard-of-care diagnostic methods. See Table I for demographic information about the sample.
Procedure. Recruitment and study procedures occurred in the same manner as Phase 1, Sample 2. The FAKT took $10-15 min to complete and about 5 min to score and interpret.
Additional measures. Participants also completed the following measures:
Family demographics: Parents provided the following demographic information about themselves and the other adult caregiver (if applicable): their age, relation to child, FA status of each individual residing in their household, the child's date of birth, gender, race, ethnicity, grade in school, and any other medical diagnoses.
Food allergy history: Parents reported the age at which their child received a FA diagnosis, the source of the diagnosis (e.g., pediatrician, allergist, and self), and the type of physician that treats their child's allergy. Parents also reported history of FA reactions, epinephrine use, and emergency department (ED) visits.
Perceived FA severity: Parents reported their child's food allergens and rated the severity of each of their child's food allergies on a 7-point Likert scale, anchored 1 ¼ very mild to 7 ¼ very severe. The perceived FA severity score was defined as the highest severity score assigned to an allergen across all allergic foods for the child. Parents also reported their level of worry about all applicable food allergies on a 7-point Likert scale, anchored 1 ¼ not worried to 7 ¼ very worried. The FA worry score was defined as the highest worry score assigned to an allergen across all allergic foods for the child. This measure and the FA history measure were created by a team of pediatric allergists and nurses with extensive experience treating pediatric FA for the purpose of this and other studies in our laboratory, consistent with other perceived severity ratings in the literature (Graumlich et al., 2001) .
Parental involvement in FA care: Parents reported how often they take their child to FA medical appointments, prepare foods for their child, and plan food purchases on a 3-point Likert scale anchored "Most of the time," "Some of the time," and "None of the time/very rarely."
Exposure to FARE and support group involvement: Parents were asked to indicate their exposure to FARE, including information about Web site visits, membership, conference attendance, and e-mail alerts. They also indicated whether they belong to other FA support groups, and how often they attend support group meetings. The involvement and exposure questions were created by the authors for the purpose of this study.
Concurrent validity measure of FA knowledge: Participants also completed the 15-item knowledge section of the CFARS-PRNT (Gupta et al., 2009 ) to assess concurrent validity. Possible scores on these 15 items range from 0 to 21. Gupta and colleagues reported adequate test-retest reliability and face validity of items for their parent knowledge measure (Gupta et al., 2009) .
Results
Possible scores on the FAKT ranged from 0 to 57. Obtained total scores ranged from 14 to 56 (M ¼ 42.78, SD ¼ 7.99).
Study 2 Item Analyses
The results of the item analyses of the revised FAKT are presented in Table II . Item difficulty index scores ranged from .32 to 1.00 (M ¼ 0.75, SD ¼ 0.18); 39 items fell within the recommended .16 to .84 range. Item discrimination index scores ranged from À.10 to .80 (M ¼ 0.34, SD ¼ 0.22); 36 items met the recommended criterion of !.30. Of the 13 multiple-choice items, five items contained at least one distractor that was not endorsed by at least one participant. For three of the five items that contain unendorsed distractors, 16% or more of the participants selected "don't know."
Corrected item-total correlations ranged from À.11 to .65; 31 items met the recommended criterion of !.30. Coefficient alpha was calculated to determine the internal consistency of the measure. The FAKT was found to be highly reliable (a ¼ .86).
Preliminary Validity Analyses
Data were screened for normality to ensure that the correlation analytical techniques were appropriate. See Table III for correlations between FAKT scores and variables that were hypothesized to relate to parental knowledge.
Parent Demographics
As predicted, higher parent education (as well as other caregiver's education), private insurance status (an Socioeconomic Status (SES) proxy), and higher parental age were related to higher FAKT scores (Table III) . Table III , history of auto-injector use was the only severity measure significantly related to FAKT scores; parents of children who had used an auto-injector on their child demonstrated more FA knowledge.
Concurrent Validity
The total number of knowledge items answered correctly on the CFARS-PRNT (Gupta et al., 2009) ranged from 8 to 21 (M ¼ 13.70, SD ¼ 2.89) and, as expected, significantly positively correlated with FAKT total scores (r ¼ .73, p .001).
Discussion
The current studies provide evidence that the revised version of the FAKT is psychometrically sound and conceptually valid. The FAKT demonstrates excellent internal consistency. The majority of test items (72%) have strong psychometrics-meeting or coming close to meeting the ideal characteristics of test items when the goal is to discriminate among high-and low-scoring individuals (Nitko & Brookhart, 2010) . The remaining items contribute to the goal of creating a comprehensive, clinically relevant test of parental FA knowledge. The several iterations of the FAKT increase our confidence in the measure's items, including their ability to perform as intended, and their ability to achieve all of our test-construction goals. The content validity of the FAKT is supported by expert ratings of the clinical importance of both the factual information bases of the FAKT and the actual test items. Additionally, each of the more general areas of FA knowledge extracted from the educational literature is represented in the final version of the FAKT. Moreover, in terms of Bloom's Taxonomy (Anderson & Krathwohl, 2001 ), both knowledge and application items are represented within each content area. Our emphasis on content validity, in addition to an emphasis on solid psychometrics, ensures that the FAKT can serve as a clinically relevant, comprehensive test.
Additional preliminary support for the validity of the FAKT is evident in many of the obtained correlations between severity, demographic, and exposure variables and FA knowledge. Specifically, parental FA knowledge, as measured by overall performance on the FAKT, was related to several variables that one would predict, including having a more severely allergic child, having more exposure to FA information, being more involved in FA care, and having a higher level of education and SES.
Also, a strength of the FAKT is that it was designed to facilitate comfort and ease in test-taking. The FAKT is well-organized, clearly designed, and easy to complete. It contains a variety of types of items and includes some easy items to foster motivation and effort in test takers. It contains enough items to provide useful information to test administrators, while at the same time is quick to administer and complete.
The current study includes some limitations that may affect its generalizability. The sample size in Study 2 (n ¼ 77) should be considered a limitation of the study, as ideal measurement guidelines generally recommend at least five individuals per question for validation of a measure (DeVellis, 2003) . Further, although we were successful in obtaining a demographically diverse sample, we limited recruitment efforts to clinics from one medical system. These patients receive care from only two medical providers, one of whom significantly contributed to the development of the test. Thus, the test knowledge base of this sample may be different from patients who receive FA care from different providers in different settings or regions. In addition, the sample was limited to those parents of children who receive FA care from an allergist. This sample of children may have had more severe allergies than children followed by other health professionals (because of the need for medical care in a specialty clinic). For this reason, it can be posited that the FAKT is most appropriate for the subset of children diagnosed with IgE-mediated food allergies with strict medical regimens. Further testing of the FAKT with parents of children with FA who are treated at different medical institutions and by different health care professionals is needed.
An additional limitation involves the possibility that, as science allows for new FA treatment approaches to emerge, certain items related to medication management and treatment responses on the FAKT may become irrelevant, obsolete, or incorrect. Thus, the FAKT is likely to require ongoing revisions as treatments develop and change. In a related way, many food allergies naturally resolve with age. As such, the FAKT may be most helpful for use with parents of young children, newly diagnosed children, and/or children with severe allergies that are unlikely to be outgrown.
Finally, while our analyses indicated a significant relation between one severity indicator (history of EpiPen use) and knowledge, other severity indicators did not correlate with knowledge. Lack of variability in our data on these severity variables may explain why we did not identify these relations as predicted. Further, history of EpiPen may not be the best severity indicator, as parents may be incorrectly using EpiPens (thus demonstrating a knowledge deficit) and/or exposing children to allergens resulting in a reaction (also indicating a knowledge deficit). Future research is needed to explore the relation between severity and knowledge in this population.
Despite these limitations, the FAKT appears to be a reliable and valid measure of parental FA knowledge with both clinical and research applications. The FAKT allows for understanding of a parent's performance on the test compared with peers (norm-referenced) while also identifying whether they have achieved set learning standards about the domain of FA knowledge (criterion-referenced). The FAKT may help clinicians identify ideas, concepts, and facts about FA that may be particularly confusing and/or harder for parents to retain. Clinicians may choose to examine incorrect items to plan additional education, and additionally interpret correct items as confirmatory of FA knowledge parents have mastered. Further, clinicians may be able to target their interventions or provide extra educational opportunities to specific subpopulations as evidenced by the factors that correlated with the FAKT scores (e.g., parents with less education). The comprehensive content of the FAKT allows for this to be a superior tool in terms of targeting specific clinical information. The FAKT also may prove to be useful as a pre-post outcome measure for FA patient education programs and for research on the relation between FA knowledge, disease management, and adherence.
